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(i) Cognitive patterns.

(iv) Communication,

(v) Vision.

{viy Mood and behavior patterns.

for residents 18, 15and,all #esresidents’ MDSC
corrected resident 18's MDS dated 2/8/22 to
include motion sensor on 3/10/22.
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Surveyor: 06365
A recertification and complaint health survey for
compliance with 42 CFR Part 483, Subpart B,
requirements for Long Term Care facilities, was
conducted from 2/15/22 through 2/17/22.
Faulkton Senior Living was found not in
compliance with the following requirement: F636.
A complaint survey for compliance with 42 CFR
Part 483, Subpart B, reguirements for Long Term
| Care fadilities, was conducted from 2/15/22
through 2/17/22, Areas surveyed included Quality
of CarefTreatment and Nursing Services.
Faulkton Senior Living was found in compliance.
F 636 | Comprehensive Assessments & Timing F 636 T
$5=D | CFR(s): 483.20(b}{1)(2){i){iii) PLAN OF CORRECTION
§483.20 Resident Assessment Mﬂw formt o il thinnd
| The facllity must condugct initially and periodicaily mem“m
' a comprehensive, accurate, standardized apreoment-by-te-provivertortir-nesumoraf Tt
reproducible assessment of each resident's factsaHopedersonciasionsseilonlerrim
functional capacity. slatemenkafidefaionaine Mhewliaslonmootionat
§483.20(b) Comprehensive Assessments Squived-by-the-provisientei-federekand-siate-tem.
§483.20(b)(1) Resident Assessment Instrument. Sompletiendintes-arsprevided-for provedurui—
A facility must make a comprehensive pieecssing puftioess-sacksefalation wili thesnodt
assessment of a resident's needs, strengths, MWMM% 1 Lol oicaliniodh 3 } gofs?
goals, life history and preferences, using the detotireFrcitity-tsintainsitisdnmaommceity
resident assessment instrument (RAI) specified thosequiremonts-ofpasicipationsordhabonsoctive :gﬁ’
by CMS. The assessment must include at least H6HOR I AGSIRERY .
the following: 1. In continuing compliance with " Jedqmn
(i) ldentification and demographic information F 636, Resident Assessment; Faulkton Senior re_,yi(ﬁél ]
(i) Customary routine. Living corrected the deficiency by reviewing gl * (\“ PVt
and updating the physical device assessme Ay g ety
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is.) Except for nursing homes, the findings stated above are disclosable 90 days
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program participation.

i'zllg“' aan 2 02022 \11 }

FORM CMS-2567(02-98) Previpius Va}s{ons Ol.lso'lele

.E'vem {0: 39vM11
| |

Facility ID: 0016

If continuation sheet Page 10of8




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/03/2022
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
c
435084 B. WING 02/17/2022

NAME OF PROVIDER OR SUPPLIER

STREET ABDRESS, CITY, STATE, ZIP CODE
1401 PEARL ST

(vii) Psychological well-being.

| (b Continence.

(x) Disease diagnosis and health conditions.
(i) Dental and nutritional status,

(xii) Skin Conditions.

“(xiii} Activity pursuit,

{xiv) Medications.

(xv) Special treatments and procedures,

{xvi) Discharge planning.

(xvii) Documentation of summary information
regarding the additional assessment performed
on the care areas friggered by the completion of
the Minimum Data Set (MDS).

(xviil) Documentation of participation in
assessment. The assessment process must
include direct observation and communication
with the resident, as welf as communication with
licensed and nonlicensed direct care staff
members on all shifts.

§483.20(b)(2) When required. Subject to the
timeframes prescribed in §413.343(b) of this
chapter, a facility must conduct a comprehensive
assessment of a resident in accordance with the
timeframes specified in paragraphs (b)(2)())
through (iii) of this section. The timeframes
prescribed in §413.343(b) of this chapter do not
apply to CAHs.
(i) Within 14 calendar days after admission,

| excluding readmissions in which there is no
significant change in the resident's physical or
mental condition. {For purposes of this section,
“readmission” means a retumn to the facility
following a femporary absence for hospitalization
or therapeutic leave.)
(iij)Not less than once every 12 months.
This REQUIREMENT s not met as evidenced
by:

(viil) Physical functioning and structural problems.

FAULKTON SENIOR LIVING
FAULKTON, SD 57438
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. 2. To correct the deficiency and to ensure the
F 636 | Continued From page 1 F 636 ol

problem does not recur Minimum Dats Set
Coordinator was educated on Physical Device
Assessment and MDS section P coding by |

Director of Nursing on 2/17/2022. The
Director of Nursing and/or designee will audit 3residants wilte
% Physical DevicetAssessments, weekly for 4
weeks, monthly for 2 months, sré-rendesaly to
ensure continued compliance. The Director of
Nursing and/or designee will audit section P of
3 MDS's weekly for 4 weeks, monthly for 2 J IV’ ! 21
months, asd-thensandesaly to ensure continued @ﬂ $
compliance.

3. As part of Faulkton Senior Living's ongoing
comnitment to quality assurance, the Director
of Nursing Services and/or designee will report
identified concerns through the community's 'l'l
QA Process. s om audt

4. The Director of Nursing is responsible for
this area of compliance.

L
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Surveyor: 06365

Based on observation, interview, record review,
and policy review, the provider failed to assess
fall prevention devices for 2 of 3 (15 and 18)
sampled residents with devices. Findings include:

1. Qbservation and interview on 2/16/22 at 11:00
a.m. with resident 18 revealed:

*She was seated in a reclining chair with her legs
extended on the footrest and was using an
oxygen concentrator.

*She reported she had been in the hospital |
several times since she moved in and thought it
was due to problems with her breathing.

Observation and interview on 2/16/22 at 12:43
p.m. revealed:

*Certified nursing assistant {CNA) J provided
weight-bearing assistance while transferring
resident 18 from her recliner to her wheelchair
and then onto the toilet.

*While the resident was seated on the toilet, CNA i
J moved an alarm pad from the seat of the |
recliner to the seat of the wheelchair.

*The alarm sounded momentarily when the
resident transferred off the recliner, and then
when she sat down in her wheelchair.

*CNA J explained the alarm sounds at times of

| transfer to confirm it is tumned on and working, but
| staff received all other alarm sounds on their
pagers when the resident was moving.

Review of the progress notes in the electronic
medical record (EMR) for resident 18 revealed:
*On 11/30/21, she was admitted to the facility.
*On 12/6/21, she was sent to the hospital with an
injury that happened when the resident was
“rofling/sliding out of bed."

*On 12/9/21, she returned to the facility, and a fall
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risk summary scored her as "high rlsk.”

*On 12/10/21, a care conference noted a
discussion of the resident's fall history and plans
for fall prevention with multiple family members.
*On 12/11/21, the resident was "educated to use
her call light" but "doesn't remember to use it at
this point. She tends to yell...to get staff members
attention."

*On 12/14421, a physical device evaluation noted
the use of a "hi-low bed" in a low position was
appropriate because the "resident does not
always remember to call for assistance," and "she
does not seem to want to get out of her [reclining]
chair’ when her wheelchair and walker "are not

| close enough to use."

*On 1/23/22, the resident was found on the floor
next to the toilet in her room with her bottom
exposed and a bump on the back of her head.
*On 1/24/22, a post-fall intervention was noted as
"Do not leave unattended in bathroom." Another

| note documented a conversation with the
resident's power of attorney included:

-"Options to prevent falls, including moving her to
aroom closer to the nurse's station.”

-A discussion that "most interventions are to
prevent injuries as it is not feasible to expect we
can prevent every fall."

Review of the care plan, initiated on 11/30/21 and
revised on 12/6/21, revealed:

*"At risk for falls v/t {related to] limited physical
mobility and weakness."

*An intervention for "wide bed with pillow under
sheet when in bed. Bed iow to the floor."
*Interventions added on 1/24/22 included:

-"Do not leave unattended in the bathroom.”

-Use an "alarm pad under [resident] at all times in
her bed, recliner, & w/c [and wheelghair]."
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Review of the physical device evaluation dated
211122 revealed:

*Locomction devices included wheeled walker
and wheelchalir.

“The "Cther” option was not checked under the
section for "Other devices." Instead, "None of the
| above" was checked.

| *Medical symptoms and diagnosis list included:
-Sensory and cognitive deficits, impaired
judgment, unaware of boundaries, impulsive and
self-injurious behavior, impaired mobility and
weakness, and frequent falls.

-Arthritis, stroke ("CVA"), and dementia.

*The section for "interventions” was left bjank.
*The summary section indicated the "device will
be used for" mobility, positioning, safety, resident
preference.

*There was no rationale documented for the use
of the chair and bed alarms nor how the alarms
could or did affect the resident's movement.

Review of the 2/8/22 comprehensive Minimum
Data Set (MDS) assessment revealed;

*Bed and chair alarms were coded as "not used."
*The fall history noted that a fall occurred in the
last month and in the [ast 2-6 months.

*Resident 18's diagnosis list included dementia,
"cardiorespiratory conditions,” and "restlessness
and agitation."

*She needed extensive weight-bearing activities
of daily living (ADL) assistance to transfer
between surfaces.

*Her mental stafus was cognitively intact, but she
displayed behavioral symptoms that significantly
interfered with the resident's participation in
activities or interactions with others.

Review of the 2/8/22 care area assessments
(CAA) for the comprehensive MDS revealed:

FF 836
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*The behavioral symptoms CAA noted resident
18 was disruptive and "yelling out" and had "one
| episode of hallucinations/delusions” that was
"associated with Sundowners."

*The ADL functional potential CAA noted her
functional abilities were impacted by her
behavioral symptoms, recent falls due to the risk
factors of weakness and poor balance.

*The falls CAA noted a "history of falls with
several since admission" with risks factors

| including weakness and dizziness from “poor
oxygenation."

On 2/18/22, a written request form for
documents, including the policies and procedures
for fall prevention and physical restraints, was
provided to administrator A. Review of the written
request form and the documents provided
revealed:

*The fall risk and prevention guidelines, revised in
February 2019, did not address the assessment
of fall prevention devices.

“The note, "(Don't have one/{do not] use
restraints)” was written on the request form next
to the requested restraint policy and procedure.

Interview on 2/17/22 with MDS coordinator C did
not occur as she was involved with the care
conferences.

Interview on 2/17/22 at 1:58 p.m. with director of
nursing B revealed:

*There were no documented assessments for the
use of the chair and bed alarms because they
had not restricted her movement.

*She acknowledged they could have been
addressed on the physicat device evaluation.
*The fall on 1/23/22 occurred when the resident
"impulsively tried to get up [from the tollet] when J J
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she was done [going to the bathroom]."

*The fall could have been prevented if the CNA
who had assisted the resident onto the toilet had
not left her there to answer a call for help from
another CNA.

2. Observation on 2/17/22 at 3:01 p.m. of resident
15 revealed:

*She was lying on her bed that was low to the
floor with a raised adge mattress.

*She had both of her legs resting on top of the
raised edge.

*The resident was awake and spoke with a
strongly tremulous (quivering) voice that made it
very difficult to understand what she said.

Review of the care plan, initiated on 1/23/20 and
revised on 11/15/21, revealed the interventions
for the resident's fall risk included:

*Bed in "low position at all times."

*Lip mattress on bed."

*"Rocking w/c [wheelchair] for positioning and fall
prevention.

Review of the physical device evaluation dated
12/8/21 revealed:

*Hi-low" bed was the only bed device checked.
"Scoop type mattress” was not checked.
“Wheelchair was the only locomotion or chair
device checked. The rocking wheelchair was not
noted.

*The "Other” option was not checked under the
section for "Other devices." Instead, "None of the
above" was checked.

*The section for "interventions” was left blank.
*The summary section indicated the "device will
be used for" positioning, safety, and resident
preference.
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Review of the 12/21/21 MDS revealed:

*No physical restraint options were coded as
used.

*There had been no falls since the prior
assessment.

*She needed extensive weight-bearing activities
of daily living {ADL) assistance to transfer
between surfaces and was totally dependent for
mobility in her wheelchair,

*She had nof wandered nor displayed any
behavioral symptoms.
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E 000 Initial Comments E 000
Surveyor: 06365
A recertification survey for compliance with 42
CFR Part 482, Subpart B, Subsection 483.73,
Emergency Preparedness, requirements for Long
Term Care Facilities, was conducted from 2/15/22
through 2/17/22. Faulkton Senior Living was
found in compliance.
|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
Brenda R. Ferguson Executive Director 03/11/2022

Any deficiency statement ending with éﬁ""s'fe"h"s'R’(‘fﬂ'éﬁ'c‘)’fe?a‘d‘_éﬁ‘c‘ié'ﬁty‘wﬁich the institution may be excused from correcting providing it is determined that
ée instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

other safeguards provide sufficient proféction to.the pqtieﬂt;i,. (Se ‘
following the date of survey whether: or ot a—tplan‘of‘ébfrecﬁbrﬁs-preﬁded#og' nursinly homes, the above findings and plans of correction are disclosable 14

days following the date these docurtients "ar!e made available to the facility. If deficiehéies are cited, an approved plan of correction is requisite to continued
vy . 4
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Surveyor: 18087

A recertification survey for compliance with the

Life Safety Code (LSC) (2012 existing health care
occupancy) was conducted on 2/17/22. Faulkton

Senior Living was found not in compliance with 42

CFR 483.70 (a) requirements for Long Term Care
Facilities. J

The building will meet the requirements of the
2012 LSC for existing health care occupancies
upon correction of the deficiency identified at
K321 in conjunction with the provider's
commitment to continued compliance with the fire
safety standards.

L ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Brenda R. Ferguson Executive Director 03/11/2022
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other safeguards provide suffi cnent pfotactlon to the: patlpnts (See instryctions.) Excapt for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether ot‘ nat'a plaﬂ of-correchcm‘rs provrded Far nursmg homes, the above findings and plans of correction are disclosable 14

days following the date these doc(:menl‘? bre made available to the facifity. If defi C|Tc1es are cited, an approved plan of correction is requisite to continued
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§ 000) Compliance/Noncompliance Statement S 000
Surveyor: 08365
Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Fagcilities, was conducted from
2/16/22 through 2/17/22. Faulkton Senior Living
was found not in compliance with the following
requirement: $206.
$ 208 44:73:04:05 Personnel Training S 206 S@96 266 /
PLAN OF CORRECTION Y g’zO'“’
The facility shall have a formal orientation PmtktorrSemorivnpedonieoivivhred-mmy-sise
program and an ongeing education program for regirationsrrecordimliy-thisplamefcomrention—
all personnel. Ongoing education programs shall dess-net-sonstitutean-admisslensrsgrooremthy
cover the required subjects annually. These threprovider to-tho-avoureey-ef the-factrttoretter
programs shall include the following subjects: eomtcinsionssailorilinthe-pintoment-of
(1) Fire prevention and response. The facility dofictortuios-—Fhe-plom-efcorsctions-io prepaced
shall conduct fire drills quarterly for each shift. If Wﬂmﬂw fodera-and-shrte-trr—ETmet
the facility is not operating with three shifts, datos-asa-providod-for-prosedursimresesss
monthly fire drills shall be conducted to provide
training for all staff;
(2) Emergency procedures and preparedness;
{3) Infection control and prevention;
(4) Accident prevention and safety procedures;
{5) Proper use of restraints;
(S) gesiﬁ:nl:t{‘igﬁ ts;  resident inf tion: 1. In continuing compliance with
58; ln‘::ir:jenets ;anldy d?s;:?esegu:}eocrtntf ':2;] datory 829 |8-396, Personne training, Faulkton Senior
- ety A , Living cotrected the deficiency by ensuring
reporting and t_he faculltys rePortmg mechanisms; personnel training for cmployees E, F, G, H, 1
(9) Care of residents with unique needs; /}L‘Y l 4,| [snd all Heeemployees will be completed by
(10) Dining assistance, nutritional risks, and ﬁlqp T ki /2022,
hydration needs of residents; and. 2. To correct the deﬁcwncy and to ensure the
(11) Abuse, neglect, misappropriation of resident problem does not recur all staff were educated
property and funds, and mistreatment. on 03/16/2022 on ensuring required personael
training is completed timely by Executive
Any personnel whom the facility determines will Director. The Staff Development Director and/
have no contact with residents are exempt from or designee will
training required by subdivisions (5), (8}, and (10)

of this section.
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Continued From page 1

Additional personnel education shall be based on
facility identified needs.

This Administrative Rule of South Dakota is not
met as evidenced by:

Surveyor: 06365

Based on interview and review of employee files
and personnel training transcripts, the provider
falled to ensure five of five (E, F, G. H. and )
employees had completed the required training
subjects during orientation or annually. Findings
include:

1. Review of files and personnel training
transcripts showing completion of the required
subjects during the past year revealed:

! *Dietary aide E, hired on 12/31/21, had not

completed fire prevention, proper use of
restraints, and diseases subject to mandatory .
reporting.

*Certified nursing assistant F, hired on 1/10/22,
had not completed fire prevention, proper use of
restraints, and diseases subject to mandatory
reporting, and abuse and neglect.

*Licensed practical nurse G, hired on 5/5/20, had
not completed fire prevention, emergency
procedures, proper use of restraints,
confidentiality, and diseases subject to mandatory
reporting.

*Nursing assistant H, hired on 11/11/21, had not
completed fire prevention, proper use of
restraints, and diseases subject to mandatory
reporting.

*Environmental services director |, hired on
8/15/17, had not completed proper use of
restraints and diseases subject to mandatory
reporting.

| Interview on 2/17/22 at 1:40 p.m. with

administrator A revealed there had not been a

S 206

audit personnel training completion weekly for
4 weeks, monthiy for 2 months, and-andemiy to
ensure continued compliance.

3. As part of Faulkton Senior Living's ongoing
commitment to quality assurance, the Staff
Development and/or designee will report
identified concerns through the community's
QA Process. !

4. The Executive Director is responsible for this
area of compliance,

iy
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training subjects.

Surveyor: 06365

focus on tracking the completion of required

$ 000 Compliance/Noncompiiance Statement $ 000

A licensure survey for compliance with the
Administrative Rules of South Dakota, Articla
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 2/15/22
through 2/17/22. Faulklon Senior Living was
found in compliance.
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$ 206 | Continued From page 2 S206
focus on fracking the completion of required
training subjects.
§ 000 Compliance/Noncompiiance Statement S 000
Surveyor: 06365
| Alicensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 2/15/22
through 2/17/22. Faulkton Senior Living was
found in compliance.
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